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Objective. To profile state agency efforts to promote implementation of three evi-
dence-based practices (EBPs): screening and brief intervention (SBIRT), psychosocial
interventions, andmedication-assisted treatment (MAT).
Data Sources/Study Setting. Primary data collected from representatives of 50
states and the District of Columbia’s Single State Authorities from 2007 to 2009.
Study Design/Data Collection. The study used mixed methods, in-depth, semi-
structured interviews and quantitative surveys. Interviews assessed state and provider
strategies to accelerate implementation of EBPs.
Principal Findings. Statewide implementation of psychosocial interventions and
MAT increased significantly over 3 years. In the first two assessments, states that con-
tracted directly with providers were more likely to link use of EBPs to reimbursement,
and states with indirect contract, through counties and other entities, increased recom-
mendations, and some requirements for provision of specific EBPs. The number of
states using legislation as a policy lever to promote EBPs was unchanged.
Conclusions. Health care reform and implementation of parity in coverage increases
access to treatment for alcohol and drug use. Science-based substance abuse treatment
will become even more crucial as payers seek consistent quality of care. This study pro-
vides baseline data on service delivery, contracting, and financing as state agencies and
treatment providers prepare for implementation of the Affordable Care Act.
Key Words. Medication-assisted treatment, evidence-based practices, substance
abuse

The economic and health-related costs of alcohol and drug use disorders
(Buckley 2006; Rehm et al. 2009; Cai et al. 2010; Owens, Mutter, and Stocks
2010; Appleyard et al. 2011; Bouchery et al. 2011), coupled with incarcera-
tion and mortality rates (McNeil, Binder, and Robinson 2005; Buckley 2006;
Hall et al. 2008; Hser et al. 2008; Kerr et al. 2008), burden individuals and
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communities. The 2009 National Survey on Drug Use and Health estimated
that 22.5 million persons aged 12 or older met diagnostic criteria for sub-
stance dependence or abuse in the past year (Substance Abuse and Mental
Health Services Administration [SAMHSA] 2010b). The estimated economic
costs of illicit drugs are $194 billion (National Drug Intelligence Center 2011),
and economic costs of excessive drinking are $223.5 billion (Bouchery et al.
2011). Thus, the public health and social and economic impacts associated
with alcohol and drug use and abuse are substantial.

Specialty treatment centers (n � 13,500), typically small, free-standing
clinics provide the majority of the care for those struggling with substance use
disorders (SUDs) in the United States (SAMHSA 2011a). Very few of these
programs are affiliated with a hospital or have a primary care provider on staff,
and the majority of these centers rely primarily on public sources of funding
(SAMHSA 2011b). Therefore, the SUD service delivery system is typically
isolated from primary care services and challenged to provide quality care
with very limited funding and infrastructure.

The 2010 Patient Protection and Affordable Care Act (PPACA) along
with the 2008 Paul Wellstone and Pete Domenici Mental Health Parity and
Addiction Equity Act (PL 110-343) are likely to increase coverage from public
and commercial health plans, expanding services for patients with behavioral
health disorders (“Mental Health Parity and Addiction Equity Act” 2008;
“Patient Protection and Affordable Care Act of 2010” 2010). The Parity Act
requires coverage of substance abuse treatment at parity or equivalent to med-
ical/surgical benefits, increasing the opportunity for patients with behavioral
health disorders to engage in and remain in care. Another significant advance-
ment in terms of access to care, The Affordable Care Act (ACA), requires that
treatments for SUDs be covered as essential benefits and supports the devel-
opment of patient-centered medical homes that integrate primary care and
treatment for SUDs disorders (Buck 2011). The National Drug Control Strat-
egy, moreover, promotes increased integration with primary care and points
toward the increased allocation of resources for community health centers
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(CHCs) or federally qualified health centers (FQHCs) to increase services for
patients with SUDs (Office of National Drug Control Policy [ONDCP] 2011,
2012). Merging substance abuse treatment with general medical care requires
new partnerships with medical organizations, including hospitals, physician’s
offices, and CHCs (Carise 2010). As health care reform takes effect, the
Substance Abuse and Mental Health Services Administration (Power 2010;
SAMHSA 2010a) and others (Druss and Mauer 2010) advise that evidence-
based practices (EBPs) must be disseminated and implemented across all
aspects of the treatment system. Providers will be held accountable for provid-
ing quality services and improving outcomes. The expanded use of empiri-
cally supported services is one step in that direction.

The State’s Role in Addiction Treatment

Each state, and the District of Columbia, has a single state authority (SSA)
charged with overseeing substance abuse treatment services. SSAs work with
substate entities and directly or indirectly with publicly funded treatment pro-
viders to deliver statewide, regional, and local services. As purchasers of pub-
lic sector treatment, SSAs can affect service delivery through policy mandates,
budgetary support or reductions, infrastructure and administrative law
changes, and by requiring or encouraging providers to use EBPs that integrate
the best research evidence, clinical expertise, and patient values (Finnerty,
Rapp, and Bond 2005; Rapp et al. 2005; Institute of Medicine 2006; Boyle
2009; Rieckmann et al. 2011; Knudsen and Abraham 2012). EBPs include
both medication-assisted treatments (Ling et al. 2005; O’Malley et al. 2007;
Krupitsky, Zvartau, and Woody 2010; R€osner et al. 2010, 2011) and behav-
ioral therapies such as cognitive behavior therapy, couples and family ther-
apy, and contingency management, that have been found to be effective
interventions for many drug addictions (Rawson et al. 2006; Carroll and On-
ken 2007). Research has also shown that in states with requirements for com-
prehensive substance abuse assessment and related services, treatment
programs are significantly more likely to offer wrap-around services such as
family counseling and HIV/AIDS education (Chriqui et al. 2008). Thus, pro-
vider contracts or grants may include language about clinical care require-
ments, outcome reporting, and even the use of specific practices such as EBPs
(Center for Substance Abuse Treatment [CSAT] 1998; Marton, Daigle, and de
la Gueronniere 2005). Marton, Daigle, and de la Gueronniere (2005) identi-
fied contracts as an ideal medium for developing and defining SSA objectives
to ensure quality care. Further, Humphreys and McLellan (2011) call for
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greater use of performance-based contracting and implementation of quality
improvement strategies.

As the ACA is implemented, SSAs will be challenged to transition sys-
tems of care into more medically oriented settings to take advantage of the
ACA and Medicaid coverage for the costs of care. The economic, political,
and systems-wide feasibility of maintaining a separate specialty addiction
treatment system seems remote, and small free-standing treatment facilities
may struggle to remain economically viable (McLellan, Carise, and Kleber
2003). The most visible transition strategy is to link addiction treatment and
behavioral health services closely with primary care and services offered in
safety net clinics. Preparing for this shift, the Substance Abuse Prevention and
Treatment Block Grant has evolved into a joint application for mental health
and substance abuse (SAMHSA FY 2012-2013 Block Grant Application
2011).

The combined substance abuse and mental health block grant applica-
tions reflect the federal expectations for screening, services in primary care,
and systems-wide change with substance abuse and behavioral health.
Provider-level changes require state authorities to lead the change process as
they are the primary overseers of service delivery. The Office of National
Drug Control Policy (ONDCP) indicates that state government is the appro-
priate entity to partner with communities to expand prevention and integra-
tion efforts, review laws and regulations that impede recovery, and develop
systems infrastructure and advance partnerships with other agencies and sys-
tems (i.e., criminal justice, health care, Medicaid/Medicare) (ONDCP 2011,
2012).

Quality Improvement and National Consensus Standards

The National Quality Forum’s (NQF)National Consensus Standards for Substance
Use Disorders (NQF 2007) expands the 2005 interim report and asserts that
treatment of SUDs involves a continuum of care and a long-term perspective
based on a chronic care model (NQF 2007). Therapeutic interventions to treat
substance use conditions, including psychosocial interventions and pharma-
cotherapy (i.e., medication-assisted treatment [MAT]), are identified as key
practice domains (NQF 2007). The Standards also call for routine screening
for SUDs in medical settings as screening, brief intervention, and referral to
treatment (SBIRT) has gained substantial support over the past decade
(Babor, McRee, and Kassebaum 2007). Recommended strategies for meeting
these standards include financial incentives and mechanisms, use of regula-
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tions and accreditation, and infrastructure development (NQF 2005). Many
are looking to SBIRT to address the treatment gap between those who are in
need of treatment services and those who engage in services as it proves to be
applicable to multiple settings (Bernstein et al. 2009; ONDCP 2012).

Improving access to evidence-based, efficacious services is an immedi-
ate challenge, yet research regarding effective state and provider strategies
designed to improve access to the most effective and innovative practices in
the context of the shifting health care environment is sparse. Interviews with
SSA administrators completed in 2007, 2008, and 2009 provide a longitudinal
perspective on strategies used to influence and promote implementation of
the practices identified in the National Consensus Standards in publicly
funded systems of care. We specifically note changes in legislation, contract-
ing, and the SSA’s influence onMAT, psychosocial interventions, and SBIRT.
Importantly, this study also serves as a baseline to document changes in ser-
vice delivery, contracting, use of EBPs, and financing as state agencies and
treatment providers prepare for full implementation of ACA.

METHODS

This 3-year study utilized mixed methods, in-depth, semi-structured inter-
views and quantitative surveys with SSA representatives to capture the status
of EBP implementation over time and the SSA strategies (e.g., use of contract-
ing and state policies and other state-provider strategies) to increase adoption
and implementation of empirically supported interventions. The Oregon
Health & Science University Institutional Review Board reviewed and
approved the study protocol.

Participants

SSA directors and designees from each of the 50 states and Washington, DC
(N = 51) participated in the interviews. Recruitment sought participation from
the individuals whose current position provided a unique understanding of
the issues (Trochim and Donnelly 2006). The publically available Single State
Agency Directory provided initial contact information and several Addiction
Technology Transfer Centers (ATTCs) completed an initial rapid assessment
interview in 2007 (see Rieckmann et al. 2009). Follow-up interviews were
conducted by a team of trained interviewers in 2008 and 2009. Respondents
for the 2007 interview (February to June 2007) included the SSA director or
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an assistant/deputy director (n = 31, 61 percent); or managers or treatment
services director (n = 20, 39 percent). The 2008 and 2009 respondents were
similar and included the SSA director or an assistant/deputy director (n = 36,
71 percent); or a manager or treatment services director (n = 15, 29 percent).

Instruments

Comprehensive interviews included brief quantitative surveys, descriptive
items (i.e., infrastructure and specific polices), as well as open-ended qualita-
tive questions. Items addressed organizational structure, authorization/licen-
sure, treatment provider funding, regulations and legislation, staff functions
related to EBPs, and implementation of EBPs. Each interview examined spe-
cific evidence-based domains and practices (see list in Table 1) rated on a 1–5
Likert-type scale (1 = not at all implemented; 5 = extensively implemented). For
example, psychosocial interventions items were introduced as follows: “please
rate the extent that adoption of proven psychosocial interventions (e.g., Motiva-
tional Interviewing, Motivational Enhancement Therapy, Cognitive Behav-
ioral Therapy, structured family and couples therapy, Contingency
Management, Community Reinforcement Approach, 12-step facilitation ther-
apy, and ASAM Patient Placement Criteria) has been implemented in your
state.” For the psychosocial and MAT domains, respondents were first asked
to rate the overall implementation of each domain and then asked to rate the
implementation of specific EBPs within each domain. Interviews also asked
respondents to describe their office’s structure, the SSA’s placement in state
hierarchy, and whether the state authorities for mental health (SMHA) and
substance abuse were colocated. Additional items probed for the presence of
state legislation, state funding for EBPs, and the use of contract language to
require EBPs. Documentation was requested regarding EBP-related legisla-
tion and contract language.

Qualitative analysis of interview transcripts complemented the quantita-
tive brief survey data. This concurrent mixed-methods approach allows a
comprehensive profile of SSAs’ real-world experience with adoption and
implementation of EBPs and assists with further expansion and clarification of
findings that are not apparent when limited to one method of data collection
(Bradley, Curry, and Devers 2007; Creswell and Plano Clark 2007; Creswell
2009). Health services research is increasingly using qualitative and mixed-
methods research to examine diffusion of innovations (Greenhalgh et al.
2004; Crosson et al. 2005; Panzano et al. 2007; Rieckmann et al. 2009, 2011;
Weiner et al. 2011).
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Data Analysis

Descriptive statistics examined response distributions and relationships
between variables of interest (SPSS version 18.0). Codes were added for regio-
nal location (U.S. Census Bureau regions) and the SSA’s location in the state
hierarchy: Independent SSA (e.g., cabinet-level, reporting directly to Gover-
nor); under State Mental Health Authority (SMHA); or under umbrella

Table 1: States Reporting Widespread Implementation§ of EBPs: 2007–
2009

Evidence-Based Practices

2007 (N = 50) 2008 (N = 51) 2009 (N = 51)

M (SD) N (%) M (SD) N (%) M (SD) N (%)

Screening
and brief
intervention

2.48 (.97) 7 (13.7) 2.32 (.94) 6 (11.8) 2.41 (.92) 6 (11.8)

Overall
psychosocial
interventions

3.24 (.82) 16 (31.4) 3.84 (.82) 35 (68.6) 3.66 (.77) 32 (62.7)*,‡

Individual psychosocial interventions
ASAM Placement
Criteria

39 (76.5) 39 (76.5)

MI/MET 30 (58.8) 40 (78.4)†

CBT 28 (54.9) 36 (70.6)
Matrix model 8 (15.7) 11 (21.6)
Seeking Safety 9 (17.6) 10 (19.6)
DBT 7 (13.7) 9 (17.6)
Overall medication-
assisted treatment

2.62 (.99) 8 (15.7) 3.14 (1.01) 18 (35.3) 2.96 (.92) 15 (29.4)*,‡

Individual medication-assisted treatment
Methadone 36 (70.6) 34 (66.7)
Buprenorphine 11 (21.6) 7 (13.7)
Oral naltrexone 3 (5.9) 6 (11.8)
Disulfiram 5 (9.8) 6 (11.8)
Injectable naltrexone 2 (3.9)
Smoking cessation 18 (35.3)

*Significant (p < .05) increase from 2007 to 2008.
†Significant (p < .05) increase from 2008 to 2009.
‡Significant (p < .05) increase from 2007 to 2009.
§Widespread implementation defined as 4 = considerably implemented or 5 = extensively implemented
on the 5-point Likert-type scale vs. 1 = not at all implemented, 2 = slightly implemented, or
3 = moderately implemented.
Psychosocial interventions: ASAM = American Society of Addiction Medicine—Patient Place-
ment Criteria; MI/MET = motivational interviewing/motivational enhancement therapy;
CBT = cognitive behavioral therapy; DBT = dialectical behavior therapy.
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agency (e.g., Department of Human Services). In addition to reporting means
and standard deviations, the five-point scales used to assess implementation
were dichotomized (1–3 vs. 4 or 5) to examine widespread implementation.
Contracting strategies were coded into two categories: (1) direct contracts
(SSA contracts directly with service providers or contracts through managed
care entities) and (2) indirect contracts (contracts through substate entities,
such as counties or local authorities). EBP language responses were dichoto-
mized (contract language requires or encourages providers to use EBPs vs. no
EBP contract language). For simplicity, the term “contract” included competi-
tive grants.

Qualitative data were generated from digitally recorded interviews tran-
scribed by an experienced transcriptionist and imported into Atlas.ti qualita-
tive analysis software (Atlas.ti 2013). To ensure inter-rater reliability, we
followed a four-step strategy in the analysis of these qualitative data. First, all
coders were involved from the onset with the development and refinement of
the coding scheme. Second, coders independently coded transcripts, and com-
pared, reviewed, and discussed differences in coding decisions and rationale
until achieving an understanding of codes and consistency in coding decisions.
Third, investigators met with the coders to review consistency of coding.
Fourth, 24 percent of documents were selected for “check-coding” and
recoded by a separate analyst. Rater/check-rater consistency was assessed and
82 percent of the codes were consistent.

RESULTS

Implementation of Evidence-Based Practices

Table 1 describes the mean and standard deviation of implementation and the
percentage of states that reported widespread implementation (4 or 5 on the
five-point scale) of each evidence-based domain and specific practice within
each domain.

Psychosocial Interventions. Over the 3-year study period, the percentage of
states reporting widespread implementation of psychosocial interventions
increased significantly (Table 1). In addition, from 2007 to 2008, the overall
mean for psychosocial interventions increased significantly from 3.24
(SD = .82) to 3.84 (SD = .82) and states reporting widespread implementa-
tion of psychosocial interventions more than doubled (t = 3.86; p < .01).
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There are several reasons for the increase in widespread implementation
of psychosocial EBPs from 2007 to 2008. Based on observations of transfor-
mations in the field, many states were beginning to respond to the national ini-
tiatives and federal and state funding efforts to address SUD treatment quality
though increased use of EBPs and to tie quality and accountability to funding.
As discussed above, in 2005 and 2007 the National Quality Form published
their first two reports endorsing use of specific EBPs in substance abuse treat-
ment to improve treatment quality (NQF 2005, 2007). In 2005, the NIDA
Clinical Trials Network and SAMHSA launched their Blending Initiative to
accelerate the dissemination of research-based drug abuse treatment findings
into community-based practice, which included both national conferences
and the dissemination of blending products focused on Motivational Inter-
viewing in 2006 and Motivational Incentives in 2007 (Martino et al. 2010).
Simultaneous advancements in technology and access to EBP materials have
also increased in the last 10 years. Finally, state budget reductions required
that states find new methods for allocating resources (rather than census and
demonstrated need), which has led to a push toward increased accountability
and documentation of impact. Qualitative interview data from states that
reported increases in widespread implementation of psychosocial EBPs from
2007 to 2008 also support this finding. For example, three states began requir-
ing treatment providers to use psychosocial EBPs to receive funding including
ASAM PPC and CBT. Five states offered training to treatment providers in
the use of psychosocial treatments (e.g., Matrix Model, CBT, Motivational
Interviewing) and one state opened a school for Addiction Services that offers
courses in psychosocial treatments.

Despite a slight decrease the following year, the significant increase held
from 2007 to 2009 (t = 3.14; p < .01).When statewide implementation of indi-
vidual psychosocial interventions was measured in 2008 and 2009, MI/MET
was the only intervention to show a significant increase in widespread imple-
mentation (t = 2.42; p = .02). As of 2009, psychosocial interventions—in par-
ticular Cognitive Behavior Therapy, the American Society of Addiction
Medicine Patient Placement Criteria, and Motivational Interviewing and
Motivational Enhancement Therapy—were widely available in a majority of
states.

Medication-Assisted Treatment. The mean and percentage of states reporting
widespread overall implementation of MAT increased significantly over the
3-year study (Table 1). From 2007 to 2008, states reporting widespread overall
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implementation of MATmore than doubled (t = 2.65; p = .01) and the signifi-
cance increase held from 2007 to 2009 (t = 2.19; p = .03). When implementa-
tion of individual medications was measured in 2008 and 2009, no changes
over time were observed. As of 2009, MATwas widely implemented in less
than one-third of states, with SSA representatives reporting widespread imple-
mentation of only methadone in a majority of states.

Screening Brief Intervention and Referral to Treatment. There were no significant
changes in implementation of SBIRT over the study period, with approxi-
mately 12 percent of SSAs reporting widespread implementation in each
study year (Table 1).

Funding Evidence-Based Practices

State funding of EBPs appeared to come from a variety of sources. Table 2
describes funding for screening and brief intervention, psychosocial interven-
tions, and MAT. Funding for SBIRT is balanced primarily across all four
sources (general funds, Medicaid, Federal Block Grants, and other grants).
Respondents indicated that psychosocial interventions were funded primarily
by state general funds (96 percent) and federal block grants (94 percent). Inter-
estingly, approximately three-fourths of states relied on state general funds
andMedicaid to fundMAT.

State Legislation

Use of legislation to promote EBPs was uncommon. As of 2007, five states
reported a state legislative mandate regarding EBP implementation: Oregon,
North Carolina, Alaska, Wisconsin, and Idaho (see Rieckmann et al. 2011).
During the 3-year study, no new EBP-related legislative mandates became
law (Table 3).

Contracting

Contract language, conversely, was a common lever for EBP implementation
(Table 3). A majority of SSAs (62–67 percent) contracted directly with provid-
ers or through managed care organizations, vs. contracting indirectly through
substate entities. States with direct contracting were significantly more likely
to include EBP-related contract language in 2007 (77 percent; v2 = 10.31,
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p < .01) and 2008 (74 percent; v2 = 5.075, p = .05) as compared to states with
indirect contracting (32 percent in 2007 and 41 percent in 2008). By 2009, the
differences were no longer significant (68 percent vs. 59 percent) as EBP-
related contract language increased significantly in states with indirect con-
tracting. In addition, having contract language that required or encouraged
EBPs was not associated with Census region, SSA colocation with SMHA, or
SSA location in state hierarchy. Thus, it is likely that other factors not assessed
in this study may influence the use of EBP language in contracts with
providers.

Qualitative Themes

Thematic analysis suggests multiple factors limit implementation, and facili-
tating factors help the SSAs promote EBP implementation. Table 4 describes

Table 2: Nationwide Funding of Evidence-Based Practices: 2009

EBP Category
State General Funds Medicaid

Federal SA
Block Grants Other Grants

N (%) N (%) N (%) N (%)

Screening and brief intervention 22 (43.1) 21 (41.2) 16 (31.4) 22 (43.1)
Psychosocial interventions 49 (96.1) 40 (78.4) 48 (94.1) 26 (51.0)
Medication-assisted treatment 37 (72.5) 39 (76.5) 28 (54.9) 15 (29.4)

Table 3: Evidence-Based Practice Legislation and Provider Contracting:
2007 to 2009

2007 (N = 50) 2008 (N = 51) 2009 (N = 51)
N (%) N (%) N (%)

State has legislative mandate related
to EBP implementation

5 (10.0) 5 (9.8) 5 (9.8)

Contracting method*
Direct provider contracts† 31 (62.0) 34 (66.7) 34 (66.7)
Indirect funding to counties or
other substate entities

19 (38.0) 17 (33.3) 17 (33.3)

Contract language*
EBPs required or encouraged 30 (60.0) 32 (62.7) 33 (64.7)
No EBP language 20 (40.0) 19 (37.3) 18 (35.3)

*“Contracts” include competitive grants (RFAs, RFPs, RFRs) from the state.
†Direct provider contracting includes several SSAs that used amanaged care company to adminis-
ter provider contracts under direction from the SSA.
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Table 4: Adoption of Evidence-Based Practices: Barriers and Facilitating
Factors

Barriers Facilitating Factors

Screening and
brief intervention

Lack of funding for implementation;
inability to obtain grants to
support SBIRT

Collaborating with provider
agencies to develop and
strengthen grant ideas

Disinterest of the medical community;
minimal support fromMedicaid;
stigma about patients with SUDs
and hesitation of physicians

Building relationships with primary
care providers to increase
education around SBIRT;
holding conferences and trainings

Workforce constraints due to time
commitment and intimidation
of implementing SBIRT; need
for training

Restructure intra-agency
organization to support
implementation; coordinate
internal strategic planning
meetings to increase support

Psychosocial
interventions

Lack of funding for services
and resources; loss of workforce
due to financial constraints;
perceived costs

Utilize data systems to track
progress on any particular
psychosocial intervention

Incongruent practices for
some client populations; geography

Allowing the use of targeted case
management services within
substance abuse treatment

Time restrictions of the
implementation process

Contract with trainers and
outreach for opportunities such
as use of local ATTC offices
and use of SAMHSA resources

Workforce and staffing needs;
difficulty meeting the demands
of continuous staff turnover

Infrastructure changes that
support training divisions as
well as conferences within the
department to highlight success
and promote ongoing trainings

Need for clinical supervision
and fidelity monitoring

Increase clinical supervision
andmonitoring

Medication-
assisted
treatment

Lack of financial resources and
cost of medications; reimbursement
complexities

Large proportion of counseling
workforce withMasters-level
education

Lack of doctors willing to
providemedications

Maximized state-wide distribution
of physicians prescribing
buprenorphine

Workforce and community
ideology and attitudes

Absence of regulatory or
legislative barriers that
prevent use ofMAT

Client-level discomfort about
“swapping addictions” and
potential shame from the public
and patients about being a client
of such a clinic

Established workgroups and
trainings for physicians and
counselors about appropriateness
of MAT
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the major themes and their impact on adoption of EBPs, from the perspective
of SSA representatives. Workforce development (trainings and addressing
attitudes and stigma), expanded funding, partnerships with medical settings
and physicians (integration and collaboration), and enhanced infrastructure
and leadership are facilitation themes which cross-cut each of the EBPs. Lack
of funding for EBPs and workforce constraints (time commitment, lack of doc-
tors, staff turnover, need for clinical supervision, need for training) were barri-
ers for each EBP. In addition, workforce and community ideology was a
barrier to implementation of MATas was stigma among clients. Implementa-
tion of psychosocial EBPs was also limited by congruence with the client pop-
ulation and geography.

DISCUSSION

Three years of data from SSAs for substance abuse in all 50 states and the Dis-
trict of Columbia reveal interesting relationships, critical changes, and areas of
inertia. Our analyses suggest that states increased access to key EBPs, but
there is room for improvement, especially with regard to screening and brief
intervention and MATs other than methadone. While implementation of psy-
chosocial interventions and MAT increased significantly, many states still lag
in terms of consistent access to these services. It is noteworthy that many states
managed to retain at least a moderate level of service access even during eco-
nomic downturn. Because these data were collected during the initial phase of
the recession (2007–2009), it is unclear if this trend has continued in the last
2 years as treatment resources have been reduced further in many states.
Future research is needed to examine the impact of the recession on service
access.

In terms of state strategies to drive change, our results are consistent with
the literature and indicate that the majority of states have opted to promote
EBPs by requiring or encouraging providers to deliver these practices with
existing contract funds. Using contract language gives SSAs control over treat-
ment delivery and is easier to change than other policy/regulatory options
(CSAT 1998; Gelber and Rinaldo 2005; Marton, Daigle, and de la Gueronni-
ere 2005; Rosenbloom et al. 2006; Finnerty et al. 2009). Indeed, very few
states have opted to pass legislation to require EBPs (Rieckmann et al. 2011),
in part because law is inflexible ( Jacobson 2008) and state agencies do not con-
trol legislative decisions. However, this may change in the current environ-
ment of health reform, cost sharing, and payment reform.
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This study emerged in part as a response to the NQF (2005, 2007) con-
sensus standards and the critical and costly public health issues related to
addiction. It is also timely as SSAs are responsible for the oversight and imple-
mentation of the federal block grants which fund the majority of specialty
SUD treatment. As such they are charged with responding to ACA and a shift-
ing environment with diminished resources and an unprepared workforce.
Specifically, the SSAs’ role in the implementation of ACA may involve
greater administration of Medicaid funding and services and collaboration
with Medicaid agencies to organize and deliver treatment services as well as
providing technical assistance and training for providers on Medicaid billing
and reimbursement, integrating with mainstream health providers, and strate-
gies for monitoring outcomes and performance.

Advancements in the field that continue to confirm that substance abuse
is a chronic disease with similar integrative and ongoing care needs as diabetes
and cardiovascular disease are also impacting service delivery. Comprehen-
sive disease management (McLellan et al. 2005), the use of [multiple] MATs
(Kaur, McQueen, and Jan 2008; Kranzler et al. 2010; Polsky et al. 2010; Baser
et al. 2011), and psychosocial interventions (Glasner-Edwards and Rawson
2010) can reduce health care costs for those struggling with SUDs and state
policy makers are increasingly pressed to respond to these findings.

SSAs also have a responsibility to ensure that they participate in the for-
mation of Accountable Care Organizations in their regions and address the
unique local challenges, government infrastructure, and stigma related to this
chronic disease. SSAs have the capacity to partner with state and federal social
service entities and primary care providers to create sharable data systems,
licensed and competent providers, and a streamlined, efficient service delivery
system. Some of these changes are supported by the ACA, which extends cov-
erage through new provisions of the Medicaid program for current and newly
eligible enrollees. The demand for improved outcomes, in part achieved
through the implementation of EBPs, also correspond with both theWellstone
and Domenici Mental Health Parity and NQF (2005, 2007).

Strengths and Limitations

This longitudinal study obtained responses from all 50 states and the District
of Columbia and therefore reflects the nation’s SSAs and their role in service
delivery and policy implementation related to substance abuse treatment.
Responses are subject to self-report bias and the accuracy of each respondent’s
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knowledge. However, participants were carefully chosen as SSA representa-
tives who could speak knowledgably about state efforts to promote EBPs.
Quantitative data included longitudinal information about implementation of
psychosocial interventions and MAT, which is more complete than a cross-
sectional study. Complementary data regarding contracting and policy efforts
provide a more complete picture of state strategies to promote these practices.
However, because surveys and interviews were refined during the 3-year
study, longitudinal data are not available for all of our key variables of interest
(e.g., individual EBPs, EBP funding), which limits examination of changes
over time. However, using the variables available at all three time points (type
of contract [direct/indirect], EBP language in contract [yes/no], and legislation
policy in place or process regarding EBPs [yes/no], we estimated bivariate
generalized estimating equations models which revealed a positive relation-
ship between legislation in place/process and implementation of psychosocial
EBPs (p < .05). Longitudinal analyses revealed no additional significant find-
ings and are consistent with our prior work examining changes over time
in implementation of MAT from 2007 and 2008 (Rieckmann et al. 2011).
Qualitative data from in-depth interviews enrich the quantitative data and
allow themes to emerge. Although states vary on many factors, they share
common barriers and facilitating factors in their efforts to promote EBPs.
Further research inclusive of patient-level data from each state would
also make a significant contribution to the field and would complement state-
level findings.

Implications

It is important to consider state agencies when examining publicly funded
health services and the integration of behavior health with other service set-
tings. Indeed, SSAs in each state have the potential to significantly impact ser-
vices, the use of EBPs, and changes at the treatment provider level, which
directly influence client outcomes. SSA representatives’ perceptions, beliefs,
and preparation influence practice broadly and the use of EBPs specifically in
their state. By promoting EBPs including psychosocial interventions and
MAT, states can continue to improve quality of care for substance abuse treat-
ment clients and address the triple aim (i.e., improving the patient care experi-
ence, improving population health, and reducing the per capita cost of health
care) as well as equity in delivery of services (Berwick, Nolan, andWhittington
2008).
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